Muscle's tuberculosis (TB) without coexistent active skeletal involvement is very rare. We presented a case of tuberculous abscess of longissimus muscle in a young immunocompetent female. Magnetic resonance imaging showed a well-circumscribed lesion in the longissimus muscle. No bony abnormality was noticed. An ultrasound-guided biopsy revealed the presence of granulomatous features on cytological pathology. A good response was seen with antitubercular treatment. TB should be considered in the differential diagnosis of any unexplained soft-tissue swelling in people born in tubercular endemic areas. To the best of our knowledge, our observation is the third reported case in immunocompetent patient.
IntroductIon
The prevalence of tuberculosis (TB) is on the rise with 8.6 million TB cases in 2012. [1] It is a major public health problem with associated high morbidity and mortality if not treated adequately, not only in developing countries but also in developed nations. Musculoskeletal involvement in TB is found in up to 3% of all cases of TB. [2] Primary skeletal muscle involvement without coexisting active skeletal or extraskeletal TB is extremely rare. [3] Here, we are presenting a case of primary tubercular abscess in the longissimus muscle simulate soft-tissue tumor of a 42-year-old immunocompetent woman. The aim of this case report is to investigate the clinical characteristics of a patient with tuberculous abscess, propose a noninvasive therapeutic strategy.
case report
A previously healthy 42-year-old woman presented with a painless mass over her right mid-back 9 weeks earlier. Swelling progressively enlarged but was not associated with pain or fever. No history of Koch's contact, weight loss, anorexia, or back pain was noted.
The examination revealed a well-demarcated mass of moderate firmness that was approximately 7 cm in dimension [ Figure 1 ]. There was no erythema or tenderness. There was no spinal tenderness. There was no spinal tenderness or gibbus. The remainder of the physical examination was unremarkable. Spine radiographs showed soft-tissue opacity. Ultrasonography revealed a complex fluid hypoechoic lesion in the right paraspinal region and measuring 10 cm. There were multiple peripheral hyperechoic spots and no Doppler vascularization [ Figure 2 ]. The chest radiograph was normal.
Magnetic resonance imaging (MRI) showed a low-signal intensity on T1-weighted image (WI) and high-signal intensity on T2 WI lesion. The peripheral wall of the abscess had a subtle hyperintensity on T1 WI and hypointensity on T2 WI. After gadolinium contrast injection, peripheral rim enhancement in this abscess wall was observed. There were no bone signal abnormalities [ Figure 3 ].
Needle aspiration and ultrasound-guided biopsy of the abscess wall were performed. Histological examination revealed granulomatous inflammation, and caseous necrosis and culture results were positive.
The patient was put on an intensive phase of isoniazid (H), rifampicin (R), pyrazinamide (Z) and ethambutol (E) for 2 months, followed by a continuation phase of H and R for 10 months. On follow-up after 2 years, the patient responded well to treatment, and the abscess resolved drastically. dIscussIon Primary skeletal muscle involvement without coexisting active skeletal or extraskeletal TB is extremely rare. Any skeletal muscle can be affected. The most common site of involvement is the thigh. Most of the cases in the literature have shown the involvement of a single site. [4] Isolated tubercles muscle abscesses have been reported: the teres minor, [5] the biceps brachii, [6] the right rectus femoris, [7] the psoas, [8] the rectus abdominis, [9] and the gluteus maximus [10] as well as the submasseteric space. [11] Erector spinae muscles TB is an extremely rare condition, only two cases were reported [12, 13] in a immunocompetent patient. A third observation was on renal transplant recipient. [14] The pathogenesis is still uncertain. It may result from the hematogenous dissemination of pulmonary tubercular lesions, contiguous infection from an underlying structure, direct traumatic inoculation, or altered immune status. In this patient, no clinical or radiological evidence of other structural involvement suggested direct inoculation. The rare occurrence of skeletal muscle TB has been associated with the high lactic acid content, high vascularity and blood flow, and the absence of reticuloendothelial and lymphatic tissue on muscles inhibiting mycobacterial growth.
The clinical presentation is nonspecific and may mimic other diseases, leading to diagnosis delay.
Certain clinical similitudes were noticed with the previous erector spinae muscles TB cases [ Table 1 ]. Four cases originate from a country with a high TB burden. The diagnosis was made months after the onset of symptoms: in our patient, more than 2 months' elapsed. Only one was immunocompromised. [14] The main localization was lumbar.
MRI findings can help to suggest the diagnosis. On MRI examination, Mycobacterium tuberculosis myositis is characterized by low-signal intensity on T1WI and high-signal intensity on T2WI with peripheral rims showing subtle hyperintensity on T1WI and peripheral enhancement. MRI may be useful in the management of tubercular myositis in delineating the anatomical extent of muscle lesions and guiding the surgeons in debridement.
In this study, confirmation of the clinical diagnosis was obtained by histopathology and bacterial culture such for Garg et al. [12] There is no consensus on tuberculous abscess treatment. Our patient was treated with percutaneous aspiration and medical treatment. With effective anti-tubercular therapy, the disease responds promptly to the medical treatment. However, a large abscess needs surgical drainage and debridement along with anti-tubercular therapy. conclusIon TB of the primary skeletal muscle should be considered in the differential diagnosis of painful back muscle swelling, MRI should be performed to exclude bone involvement. The gold standard for diagnosis is histology, with a mandatory microbiological confirmation. Medical treatment with abscess aspiration is the first-line. At least, 6-month regimen is recommended.
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